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FIGURE 3.8 Estimated total annual resources available for AIDS, 1996-2005
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*Projections based on previous pledges
T 1 and commitments (range of the

1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 estimation: USS 7.5 to USS 8.5 billion).




People in sub-Saharan Africa on antiretroviral
treatment

Coverage (%)
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Source: WHO/UNAIDS (2005). Progress on global access to HIV antiretroviral therapy: An update on “3 by 5.”



FIGURE 2.3 Regional HIV and AIDS statistics and features, 2003 and 2005

Country Adults (15+) Adults (15+) Adult Adult (15+)
and children and children (15-49) and child deaths
living with HIV newly infected with prevalence due to AIDS
HIV (2&)
Sub-Saharan Africa
2005 24.5 million 2.7 millicn &1 2.0 million

[21.6-27.4 million] [2.3-3.1 million] [5.4-5.8] [1.7-2.2 million]

2003 23.5 million 2.6 millicn b2 1.9 million
[20.8-24.3 million] [2.3-32.0 million] [5.5-7.0] [1.7-2.3 million]




Are optimal standards of care unsustainable?
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implementation. False assumptions on the basis of a
minimalistic approach
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DREAM Framework

Natienwide Public Healtihr programi enceuraging cooperation With faith-
ased NGOs andilocal NGOs

Eull' package of cane, firee — of - charge:
s Educational and secial suppert
s VCT
s HAART (frem late Fel 2002)
s treatment off ©l, Siil;, Malaria
s nutrtienal evaluation & supplementation
a Moether & Childl Prevention & Care (MCRC)
a Overall Infermatics Management

run by Community: off Sant” Egidio, comprehensive agreement with Ministry.
off Health

Training courses locally and intermationally: for M.D.s, technicians,
pielogists, nurses, sociall Woerkers, activists



Implementation DREAM plan
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Patients cared: 2002-2006*
(Counselling, Test, health education, nutritional assessment)
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Patients under treatment 31/03/2006
TOTAL 19.114
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Enrolled patients by year in Mozambique
Total: 15,385

2002 2003 2004 2005-2006*

* March 2006



Patients received HAART in Mozambique by year
TOTAL 7,869

2002 203 2004 2005-2006*



The African patient prefile

eMalnourishment
TB

Malaria
eAnemia
eParasitosis

ePoverty
*Poor access to health centers &

HIV Clade C



Cox Propoertienal Risk Analysis
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Achieving Adherence

Health Education Research Advance Access published June 9, 2005
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Achieving Adherence



Achieving Adherence: 2 different
strategies

Selective approach

ccomplished requests path

ADHERENCE
y ¥ y N

Inclusive approach

Incentive/feed back - based strategy



Incentive — based approach

Pros

Low rates of refusal

_ow! rates, of lost to
fellew-up

Patient involved In the
Cale Precess

Self-promoeting precess
IHoelIstic appreach

Learning andl peer
education
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Potential fallure candidate
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High! level htuman
resources reguested
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Achieving Adherence: Incentive-hased
elements

Predispoesing Cultural Factors

Increasing patient knewledgeraboeut the disease and treatment
iHealthralphabetization

Enapling — Organiizatienal Eactors

Free access to HAART and te Ol treatmenit
Nutritionall Evaluation & Supplementation

Relnliercing — Participatve Eaciorns
Empleymenit ofi activists In the programime
Persoen-centred care
Community approach
Home care for these in need and childrem



The Virtuous cycle to fight HIV and Malnutrition

HAART + good nutrition
Nutrition supplements
Health education

and nutritional counselling

Nutrition assessment

Low mortality rate
Prolonged survival
Better nutritional state
Improved quality of life

Interrupting mother-child transmission

.
-

Immune reconstitution
Greater resistance to HIV

and other infections

Increased adherence to HAART

Low number of infectious disease
Reduced viral replication
Less serious infections










Achieving Adherence: Feed-back
COMPORERTS

Viralllead — ChZicell count reutine evaltiatieon

Clinical parameters rouine evalluation: te mininize
LOXICILY,

Systematic clinical andl healthr statis markers evaluation
Computenzead management off the appoeintments
Reutine administered drug consumpition guestionnaire
Patient retrevall system & soclal suppert



Viral load — CD4 cell count routine
evaluation
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Clinical parameters; routine evaltation
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Observation TO BMI<18.5: 22.6%
22,6%
77.4% 18 months T1 BMI<18.5: 9.1%
(1<18,5
1>18,5 9.1%
90,9% 6 months T2 BMI<18.5: 6.1%
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93,9%
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Day Hospital of Machava (Matola, Mozambique) 0>185
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Viral load at the final observation
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Cost of Viral Load (b-DNA) unit analysis by year
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Major limitatiens of an exclusively
preventive: approach - MICH
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Resistances

42 unselected women that completed the protocol were assessed for

genotypic resistance, in a time period of between 2-6 months after therapy
was interrupted:

All carried a subtype C strain (more prone to resistance to Nevirapine
compared to subtype A and B)

37 (88.1%) showed no mutations associated with resistance

5 (11.9%) carried mutations associated with resistance to Nevirapine
3 : KI03N
2 : G190S

Resistance to 3TC and AZT-D4T was not detectable
CROI, Boston 2005



Distribution by HAART line

Eirst line: 48655 (617,05%)
Eirst line Tiox. moed: 316 (5,66%)
Second line: 405 (7,26%)

02, 74%, eff patients are: still 1afirst line
With' 2 median time; oifmore than: 2. years



DREANM costs

Results:

> Total program: 4,350,000 USD

> Cost per patient per year: 540 USD



DREANM costs

Detalils

O ARV Treatment
B Reagents

O Personell

0O Food

B Fix Costs

@ Expatriated Personnel

B Training of personel

@ Administrative and
logistic costs

B Testing Activity




4 pillars to bridge relief to development

A developed system to monitor adherence and the patient’s
immunological and virological state

A complex and capillary system of health education, of patient involvement
in the treatment process, of formation and refresher courses for personnel

e\Widespread use of antiretroviral treatment for the purpose of prevention, with
special attention paid to vertical transmission and protecting the HIV-negative
partner in discordant couples

A new generation of health centres equipped with the necessary human
resources, communication and coordination technologies and the ability to
mobilize.



The new: bulding:

A system of care that is more geared for the African
environment and conditions, well able to offer all patients more
suitable treatment
A system based on equity and sustainability that strives for
prevention and treatment
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